Health Care Stabilization Fund

Charles L. Wheelen, Executive Director Web Site: http://www.hcsf.org/
300 S.W. 8" Avenue, Second Floor Telephone: 785-291-3777
Topeka, Kansas 66603-3912 Fax: 785-291-3550

ATTORNEY PAYMENT REQUEST
(attorney hourly fees{ $100 minimum}, attorney travel expenses & misc. expenses)

Case Name V.
(Plaintiff) (Defendant(s) you are representing)

Your invoice # Date of invoice

Attorney Name

Firm Name

Firm Billing Address
(Street or PO Address, City, State, Zip) (where check will be mailed)

Your billing contact information: Name

Phone Fax

Special Instructions:
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FOR HCSF USE ONLY: Authorized by: Date: Atty #:

Total Attorney Hourly Fees &F)
Total Attorney Expenses E)

Total Attorney Charges: $ Case No: Case Letter:

Defendant) ( ) Defendant () Defendant ( ) Defendant ( )
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E____ E___ Ee__ (E)

KU Foundation KU Residency WCGME GMED

BOARD OF GOVERNORS
Arthur D. Snow, Jr., M.D ., Chairman
Elaine L. Ferguson, D.O. Jimmie A. Gleason, M.D., Vice Chairman J. Michael Frost
Amy M. Nachtigal, C.P.A. Steve Clifton, C.R.N.A. Timothy Bolz, D.C.
Larry Shaffer Steven C. Dillon, M.D. Deborah M. Burns, D.O.
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